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Dressings Request Form

Instructions for use

This form must be completed by any nurse requesting wound management products from a GP following initial wound assessment, after every review and whenever the wound management goals change. It will need to be used every time a non-formulary dressing is requested. 
Your initial request for dressings must be for no more than 2 weeks supply of dressings. This is to minimise waste. In order to obtain repeat prescriptions for your patient you must complete the predicted treatment duration on the form. Repeat prescriptions will be issued to the patient until this cut off. This should not exceed 12 weeks from the first assessment. Please note in line with Trust policy all patients with a wound that fail to respond to 4 weeks of appropriate treatment (where wound healing is the desired outcome) should be referred to the Tissue Viability service for advice / assessment.

Only 2 weeks supply of antimicrobials will be issued – under no circumstances will they be placed on repeat prescription. A new form must be completed each time they are required to establish the rationale for use at each request. In line with trust guidance topical antimicrobials should not be used continuously for longer than 4 weeks. 
It is acknowledged that some patients will need different wound products as the wound evolves towards healing or if it deteriorates. In these instances a new form must be completed which details the reassessment and the new products needed.
This form should not be used for any other prescribed items or indication other than wound management.

All initial requests must be for products listed on the wound management formulary unless the patient has a proven allergy to the listed products and all alternatives on the formulary have been tried. Non formulary products will not be placed on repeat prescription.
Please complete one form per wound / anatomical area i.e. unilateral leg ulcers.
If compression bandages please note the type of bandages along with ankle circumference and manufacturer
If hosiery is requested please note the ankle, foot and calf measurements, colour, class manufacturer, size, closed or open toe, below knee etc. If made to measure hosiery is required please append the relevant manufacturers made to measure form with the patients requirements and sizes on it to the dressings request form.

If your patient is house bound please indicate on the form
GP reception staff 
Please issue prescription, scan form into the patient’s records then send all original forms to the Tissue Viability Team at the end of each month for audit purposes to;  

Clarendon House, Windmill Way, Hebburn, Tyne & Wear NE31 1AT 
Dressings Request Form

	Patient Name                                                                DOB
Address

NHS Number                                   

	( Initial assessment ( Reassessment     Date  ___/___/_______

Wound Location (please state)_______________  

Wound Duration to date Days ____ Months ____ Years_____ 


	Wound Type

( Diabetic Foot Ulcer
( Pressure Ulcer

( Surgical wound
( Leg Ulcer

( Other (please state)_______________

	Tissue Type at Wound Bed
((( % Necrosis                       

((( % Slough          

((( % Granulation            

((( % Epithelialisation 

((( % Bone / Tendon       

Other   (please state)_______________    
      

	Level of Exudate (   Low   ( Medium   ( High   ( Very High


	Frequency of dressing change  ( X2 Daily  ( Daily ( Alternate days  (  x2 Weekly  (  Weekly

	Signs of Infection

(please tick all that apply)
 None  ( 

Swab taken     
	Local Signs*
* Consider topical antimicrobials
( Delayed healing

( Discolouration

( Friable  tissue 

( Wound breakdown

( Increased exudate

( Abnormal smell

( Increased pain / tenderness
	Systemic Signs**
**Consider Systemic antibiotics
( Pyrexia

( Systemically unwell

( Probes to bone

( Cellulitis or Erythema extending 1-2cm from the wound margin



	
	(Yes ( No                  Date  ___/___/_______

	Results / Actions taken
	

	Dressing/s requested
	Name
	Size
	Quantity

	Primary 
	
	
	

	Secondary 
	
	
	

	Retention / Bandages/ 
	
	
	

	Compression Bandages  / Compression Hosiery requested 
	
	
	

	Predicted treatment duration  (Please circle to indicate)         N/A /   3  /  4  /  5  /  6  / 7 /  8  /  9  /  10  /  12 weeks

	Rationale for off formulary prescribing

	Which formulary product/s have already been tried?
	

	Please state why the product/s is unsuitable? 
	

	Please give your rationale for prescribing this product and planned review date?
	


(Patient / relative will collect prescription at the surgery     
(Please forward prescription to the patient’s preferred pharmacy for home delivery          
Name of Nurse: (PLEASE PRINT):                            
Designation:                     
Base:
Signature:




 
Date:



Time:
Contact details:
South Tyneside NHS Foundation Trust providing a range of NHS Services
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